The current agreement that evidence-based practice is a merger of research evidence, clinical expertise and patient preferences has made service user involvement and participant research not only acceptable, but also called for and desired. However, what user involvement and participant research entails, and how best to implement it, is contestable and ideologically rooted. In this paper, we describe three different ideologies, a liberal, an emancipatory and a caring ideology, and we present their concomitant methodological solutions and preferences. Finally, we outline a tinkering participatory research method by borrowing from the above-mentioned ideological views. We would claim that this method balances well between the demands of scientific rigour and the expectations of ideological and social relevance.
Introduction
The current agreement that evidence-based practice is a merger of research evidence, clinical expertise and patient preferences (Spring 2007 ) has made service user involvement and participant research not only acceptable, but also called for and desired (Staley, Kabir, and Szmukler 2013) . As a result, the quest for methodological research designs that take scientific rigour, clinical expertise and patient preferences into account has been intensified (Levant et al. 2008) . Moreover, since this quest is taking place in an age of service user emancipation and empowerment (Staddon 2013; Sweeney 2009; Wallcraft, Amering, and Schrank 2009) , all inputs stemming from these three sources should count as equal sources of knowledge in a scientific study. In other words, these sources of knowledge are regarded not as disparate and hierarchically ranged entities, but as parallel and complementary. In this sense, scientific research is conceived as being guided by prevailing human interests rather than an ideal of an impersonal mechanization of the research process through standardized methods (Kitcher 2001; Szmukler 2009 ). This also means that research projects are conducted on the middle ground shared between research purposes, available research methods and ideological regulations of those involved (Dehue 2010; Gustavsson 2004) .
This article examines the methodological middle ground that we designed in one of our research projects in the mental health field involving user participant researchers. The project is financed by Extrastiftelsen in Norway, a national lottery allocating parts of its financial profit to NGOs committed to research in mental health. One such NGO is Mental Helse (Mental Health), a special interest group for mental health service users. One important ideological demand of Mental Helse is that mental health service users should participate in research projects. In that respect, the project is committed to the principles of democratic and 'well-ordered science' (Kitcher 2001, 117) , which requires transparency in allocation and management of financial resources, a thorough explanation of the moral constraints influencing the aims and means of the project, and finally a declaration on who will benefit from the results of the research. Kitcher's second demand -in this case, the moral, ideologically defined sphere that requires user involvement in the means of a project -made us highly conscious of the interdependency between ideology and research methodology. We found that research methodology, though often seen as a distinct ingredient of scientific research, is not always self-sufficient and independent of human interest and ideology. As Dehue (2010, 25) points out: 'methodology is a form of output, … methods and techniques of social-scientific research, intended in first instance for colleagues, also find a market as aids in the questions, plans, or decision making of third parties'. Therefore, as Dehue has shown, methodological standards vary according to external factors such as ideological constraints, dominant social groups and scientific self-attribution.
The purpose of this article is twofold: to present an overview of three methodological standards and their respective dependency on three different ideologies or voices that advocate for user involvement and participant research; and to share our experiences of designing a solution given these three voices. The three ideologies we describe are a liberal, market-based ideology, a survivor led and emancipation-based ideology, and a health-care and education-based ideology. These three voices all stress the necessity of user involvement and participation, but differ rather radically in their scientific purpose and methodological preferences. We will untangle some strands of thinking by pairing up the liberal voice with a consultative research design, the survivor voice with an emancipatory research design and the caring voice with a cooperative research design.
In what follows, we first describe the liberal voice, secondly the survivor voice and thirdly the health-care voice. Our starting point is the mid-eighties when the liberal voice made itself felt (Keat, Abercrombie, and Whiteley 1994) , and thereby encouraged the two other voices to intensify their engagement in the field of mental health. Hence, we do not present the voices in order of their chronological appearance, but are led by the dialogue that was inspired by mid-1980s liberalists (cf. Crossley and Crossley 2001; Rissmiller and Rissmiller 2006) . For each voice, we first present the overall ideology and then how it engages with research method.
As 'participant observers' more than 'dedicated contestants' in the debate between these three ideological voices, we do not feel obliged to take a stand pro or contra. Nevertheless, in the final section we will describe our endeavour to implement participant research. We will do so to illustrate one possible process of creating a middle ground between the demands of user involvement ideology, research purpose and methodological rigour.
The liberal voice
From a liberal service user point of view, the welfare system, with its concomitant distribution of public services, is perceived as undemocratic, ineffective and disempowering (Beresford 2002; Sweeney 2009) . It is undemocratic because it deprives people of the right to choose on their own. It is ineffective because no incentives exist to encourage improvement of the services, and, ultimately, it is disempowering because it undermines the independence and self-governance of the individual. For too long the welfare state system and services have been guarded and administered by experts who decide what public services have to offer, and whom to offer them to. Now the time has come, the liberals emphatically plead, to hand authority over to the consumers (Keat, Abercrombie, and Whiteley 1994) . A just, democratic and efficient distribution of services must base itself on the aggregate of choices made by all of its actors, not on judgment-based decisions executed by selected bureaucrats alone. This implies transforming the 'social services from a welfare agency run by professionals, allegedly too much in their own interests, to a customer-centred organization run by professional managers' (McLaughlin 2009 (McLaughlin , 1104 . In other words, the mental health system and other service systems must be transformed from closed and expert driven systems to open and transparent market systems. The mental health service system must change its modus operandi from being an expert agency distributing charities to the deserving poor, to working as in a market, distributing 'health commodities' based upon the principles of supply and demand. Within a rationale of marketing and consumerism, service users and their organizations are no longer needy recipients of scanty goods, but imperious customers demanding proper 'mental commodities' based on their own needs. Mental health workers on the other hand are to lose their privilege as service monopolists and should act as competitive merchandisers offering their goods. Beresford (2012, 26) express the rationale in this way: 'Consumerism starts with the idea of buying the goods and services we want, commodifying our needs, instead of making collective provision of them, to secure rights and entitlements. ' Within the logic of the market, customer and merchandiser are equal and interdependent (Smith 2001) . Only together can they develop, renew and customize the services and commodities offered. Thus, participation and consultation between the two is not only necessary, but it is also democratic, efficient and empowering. It is democratic by means of adjusting the services to incoming needs. It is efficient and innovative because of the need to renew and improve the services/commodities offered in order to be a product in demand, and it is empowering by means of joint consultation and the right to choose. This implies that service users and professionals must consult each other in the process of accommodating and renewing the mental health services.
In terms of research, this implies involving the service user as an advisor and consultant 'in framing research questions, identifying outcomes relevant to service users and selecting study instruments' (Pollard and Evans 2013, 43) . Further involvement in the research process, however, is unrealistic because 'data collection and processing methods employed often require specialized knowledge and skills' (Pollard and Evans 2013, 43) . However, involvement by consultation is only one way of engaging consumers in the research process. In their review of research projects involving consumers, Oliver et al. (2004) distinguish between projects based on consultation, collaboration and user control, respectively. Despite these levels of involvement, Oliver et al. (2004, 103) nonetheless conclude their report with: 'Productive methods for involving consumers require appropriate skills, resources and time to develop and follow appropriate working practices.' In other words, regardless of various levels of user involvement, research methodology is of utmost importance, and ought to stay within the domain of academic researchers. So to sum up, methodological rigour is vitally important, and participant researchers can at most help to refine the relevance of a research project, but never steer it since their methodological skills are too vague and imprecise.
Survivors, whom we will now describe, voice a quite different view and approach to the nature of mental health, the mental health-care system and, consequently, to the implementation of user involvement and participation in mental health research.
The survivor voice
Survivors see themselves as having survived the mental health-care system and are living despite, not because of, the system, which has failed to be of any help (Plumb 2011) . For survivors, the consumerist model is simply not radical enough. The disability activist and academic Oliver (1992) argues that the main problem with the consumerist model is its illusion of equality and common cause, and any suggestion of a common interest between system users and system providers is a simplification and a falsification. From a survivor's point of view, this 'falsification' is expressed as a simplistic, medical dogmatic and repressive epistemology of mental illness (Bentall 2009 ). Focusing on mental illness mainly as an individually embedded impairment in need of medical care conceals the social aspect of mental illness, and even worse, it may hurt those inflicted (Wilson and Beresford 2002) . In a survivor perspective, the problem lies with the present mental health system and the services it offers, as these services are unwanted, devastating and oppressive (Plumb 2011) . Survivors perceive themselves not as active service users, but as coerced and involuntary service recipients. Plumb (2011, 6 ) puts it in this way: '[It] is not that we don't experience difficulties or need support, but that our difficulties lie in hurt, oppression, a refusal to fulfil prescribed roles … and society's response to these.' What is needed, she continues, is 'a more widespread shift away from talk of "illness", "disorder" or "defective mechanisms" (chemical imbalances) to talk of distress or dissent' (6).
From a survivor's perspective, then, what is needed is not medical treatment of physiologically embodied mental impairments, but help to defeat and overcome social contempt, oppression and discrimination in order to live independent lives (Reeve 2015) . Thus, the survivor voice urges for agitation rather than for consultation. Survivors want to be a revolutionary counterforce that emancipates haunted minority groups from discriminating and disabling social barriers (Oliver 1986; Oliver and Sapey 2006) and from oppressive conventions and values that function as the building blocks for self-image and society (Campbell 2009; Shildrick 2012) . Furthermore, they warn against what they consider to be the guiding star of the consumerist model, the personalization and concomitant transference of responsibility for one's own health and recovery process. McWade, Milton, and Beresford (2015, 308) put it this way:
Personalisation has been implemented through a free market ideology that has seen the dispossession and even some deaths of disabled people. It is 'time to talk' and not in the way the establishment wants us to, with individualised and neatly packaged tales of recovery.
From a survivor perspective, joint efforts and consultation with professionals, which the consumerist model encourages, is not the right way to go. From a survivor's point of view, the kind of participation the consumerist model invites service users to is little less than tokenism and seduction. The consumerist model disregards the mismatch in epistemic power between users and professionals; it refuses to discuss who is controlling the financial means, and who is dictating the terms of production (cf. Fricker 2007; Oliver 1992) . Thus, the model gives the upper hand to the mental health system, and thereby implies a great risk of making survivors the weakest part in a detrimental partnership between the user apparatus and the established mental health system. That this fear may not be unfounded is pointed out by El Enany, Currie, and Lockett (2013, 24) who state that 'through a combination of self-selection by those wanting to be involved, and professionals actively selecting, educating and socializing certain users, unrepresentative involvement occurs'. In other words, user organizations risk ending up under the thumb of the system they were supposed to oppose, and user involvement thereby degenerates into tokenism, doing little less than reinforcing and legitimizing an old fashioned and repressive service system. Beresford and Boxal (2013, 74) say it in this way: 'Service users getting involved in conventional consultative and participatory processes based on consumerist ideology can find themselves sucked into reinforcing the ideas, agendas and concerns of dominant traditional medicalised individual interpretations of their experience. ' From a survivor perspective, real involvement and participation demand free, strong and independent special interest groups (cf. Barnes 1999; Cowden and Singh 2007) , and participation in research implies much more than taking part in the refinement of the existing health-care system by means of different sampling and evaluation techniques. According to Stone and Priestley (1996) , emancipatory and participant research implies a rejection of the medical model of illness and distress, and a dismissal of the scientific idea of neutrality and objectivity. As participant/survivor research has the practical purpose of being emancipatory and self-empowering for those who are disabled/mentally distressed, survivor organizations demand that disabled/distressed people control the means of scientific production. Personal experience should be given a voice that transcends the individual and expresses collective demands. Methodological plurality should serve that purpose, not as an objective technique to be applied, but as a mouldable means in the hands of users (Oliver 1992 (Oliver , 1997 . So to sum up: methodology is secondary and subjugated to rightful political aims put forward by those inflicted by the unjust oppressive system.
The health-care voice
Betwixt and between consumers and survivors, we find health-care professionals. They voice their concern about the relative neglect of care in the perspectives of survivors and consumers alike. Seen from their point of view, the need for proper care is neither commensurable with the ideal of free market choice, nor with the demand of taking active part in a collective and emancipatory counter force. Being in need of care and being in a state of making deliberate choices and considerations are simply not the same. These are distinct modes of being in the world, subjected to two different kinds of modus operandi, namely a logic of care and a logic of choice, consideration and management, respectively, as Mol (2008) has argued.
When one suffers from a disease, what one primarily needs is conscientious care and the facilities to recover, not the individual right to make deliberate choices. In Mol's view (2008) , the form of interplay within a health related care situation is quite distinct from the interplay within a market. The interplay within a market is brief, businesslike and clearly defined; it is a clear-cut transaction. It is all about buying and selling. The interplay within a care situation on the other hand is ongoing, ethical and developmental; it is a compound, complex and enduring relationship. Thus, whereas the relationships in a market are atomistic and run by a logic of choice, relationships in a care situation are symbiotic and run by a logic of care. Following Mauss (2002) , Mol further argues that taking part in a servant-patient relationship is not like taking part in an individual and transactional exchange of goods where one uses money to buy a certain health service and, by the same token, also redeems oneself from any further social obligations. On the contrary, Mol (2008) claims, being part of a servant-patient relationship is tantamount to being part of a collective and total service system, a system allowing the patient the right to receive, but also the ability and expectation to reciprocate what is given in one way or another. Whether one is a public servant or a patient, one partakes in a lasting chain of gift exchanges, and gifts, unlike commodities, are encumbered with the commitment to reciprocate.
Indeed, paramount in the process of recovering from severe mental illness is the right to reciprocate, quite simply because the principle of reciprocity puts the patient on equal footing with the servant, without neglecting the fact that it is the representative of the servant system who is obliged to act first (Borg and Kristiansen 2004) . From a more technical stance, commitment and reciprocity also fit the logic of care. Being a patient often means being in need of a long-lasting and coherent treatment plan and not in need of a detached and single-minded health service. Mol's (2008) core argument is thus that best treatment is not a sellable and ready-made quick fix product, a detached commodity, but a piecemeal, experimental and ongoing tinkering activity between patient, family and health-care providers. The overall responsibility for this tinkering activity, however, is not dual and mutual. It is the service system and its representatives that unambiguously bear the responsibility to make tinkering work.
This implies that professionals' responsibility to improve care requires a practice grounded in an open-mindedness and sensitivity towards the patient's lifeworld experiences, so called lifeworld-led health care, to use the term coined by Todres, Galvin, and Dahlberg (2007;  see also Dahlberg, Todres, and Galvin 2009 ). This kind of health care rests on a philosophy of existential phenomenology and hermeneutics (Gadamer 1996; May, Angel, and Ellenberger 1958; Svenaeus 2000) , stressing the importance of acquiring knowledge about the totality of lived experience of those who suffer, and not only experiences concerning deviance and pathology. Dahlberg, Todres, and Galvin (2009, 268) express it in this way:
Within a perspective of lifeworld-led care we need knowledge that understands both the freedoms and vulnerabilities of peoples' journeys as they struggle with different health related conditions. We also need knowledge of the possibilities for vitality, movement and peace; the deeper existential horizons and potentials that are possible.
In other words, from a health-care point of view, acquisition, development and implementation of knowledge are primarily meant to qualify the health-care worker to do a better job, not to make the individual services more efficient, commoditized and cost saving, nor to emancipate the patient. Health care is a tinkering activity involving patients, professionals and relatives (cf. Mol 2008), thus implying a form of knowledge that is sensitive to the tone of voice of those in need of care.
Central to the health-care perspective, then, is to improve the ability of health-care workers to be aware of the voice of the other, and to adjust their caring practice to this. It is argued that one way of building this competence in 'awareness of the other' is by applying phenomenological principles of research (Galvin and Todres 2011; Giorgi 1985; Todres and Holloway 2004) . Phenomenological research, with its emphasis on concrete life-world experiences, seems to be well suited for participant research. However, the status of the participants as researchers is ambiguous within phenomenological research. Davidson (2003) , for instance, regards user participants as vital and important storytellers, but not as skilled phenomenologists. He writes:
Contrary to the constructivist views of Piaget and Kelly, we do not view people as going about their everyday lives as if they were untrained but naturally intuitive scientists.
[ … ] Nor do we view people as lay phenomenologists, reflecting on and trying to determine the structural elements of their own experiences. (Davidson 2003, 62) For phenomenological researchers such as Davidson, participation and involvement on the part of the users is important insofar as they can help academically trained researchers to track down the relevant themes and questions, take care of ethical issues concerning participants involved in the research, and contribute to the research process by telling their stories (Davidson et al. 2009 ).
Such a clear-cut distinction between researcher and participants in the research process is not always present in phenomenological research. Finlay (2002) describes different ways of reflecting upon the source of data in phenomenological research (218): Recognizing research as a co-constituted account, adherents of participative research argue that as research participants also have the capacity to be reflexive beings, they can be co-opted into the research as co-researchers. At the very least this involves participants in a reflexive dialogue during data analysis or evaluation.
Elsewhere she concludes by stating:
Given a multiplicity of appearances and meanings, surely a multiplicity of methods is also appropriate. Rather than being fixed in stone, the different phenomenological approaches need to remain dynamic and undergo constant development as the field of qualitative research evolves. (Finlay 2009, 17) So to sum up: Methodology is a necessary yet flexible instrument, and the status of the participant as a researcher is indeterminate and open to exploration. Table 1 below provides an overview of the three ideologies and the various aspects of research that they imply. In the following sections, we sketch our own approach, which incorporates aspects of all three stances. Tinkering a middle ground
We started this article by ascertaining that evidence-based practice has prepared the way for user involvement and participant research. Hopefully, we have now demonstrated the insight that the ideological vision of participant research influences the use of particular research designs and methods. Moreover, in accordance with Dehue (2010) , we found that the particular ideological demands also influence the status of research method within a research project. In what follows, we primarily take issue with how method is used rather than with which method is used; we focus on methodological status more than on methodological form and heuristics. The status we as researchers attribute to research method follows our preference for a lifeworldled approach. A research approach that aims to understand and improve the lifeworld of patients makes us feel at home. That is because we also train mental health-care workers and want research outcomes to be relevant to their daily practice. How we hope to contribute to this is outlined in these final sections of the article. This section also illustrates that the mental health care field should not limit itself to just three ways to implement an ideology. Other ways are conceivable.
Our research approach is meant to be consistent with Kitcher's (2001) point that a well-ordered research project answers to the moral demand of using a research method that aligns with the sponsors' as well as users' needs. Further, our methodological solution is analogous to Mol's (2008) description of a tinkering practice of care. Thus, in this section we will outline and discuss our solution of how to tinker a research method. Of course, 'tinkering a research method' may have an inconsistent ring to it. Yet, it appears to be common practice in the natural and social sciences alike. Science studies, such as Gigerenzer's (1987) study of statistical methods, show time and again that textbook research methods are typically compromises between several methods put together because they produce good results. Tinkering 'presents small errors and large gains' and can be seen as a process of trial and error, as Taleb (2013, 181) argues. A similar point is made by Polkinghorne (2006) , arguing that slavishly following prescribed steps of a qualitative method discredits the scientist's proficiency, and undermines the ability to yield unexpected, yet relevant, outcomes. We subscribe to this idea: to tinker a research method is congruent with the practice of research itself and in line with our ideology of lifeworld-led care. With reference to the overview in Table 1 , we borrow from all three approaches as we collaborate with the user, deflate the status of method itself, and stay as close as possible to the lifeworld of patients.
Our way of thinking unfolds as follows: Mol (2008, 76) points out that the logic of care is incongruent with an argumentative style of reasoning; the tinkering nature of care fits better with a narrative style of reasoning. Narrative reasoning takes shape in a continuous dialogue between helper and patient. As different storytellers they can enrich each other's understanding. This stands in contrast to the use of arguments, which easily leads to controversy, polarization and rejection of others' points of view. What happens if we transfer this idea of narrative reasoning to the practice of collecting data, analysing data and reporting on findings? Can we create a research process that allows for dialogue between an academic and a user participant researcher that leads to growth of insight rather than to controversy; a research process that has rigour as well as relevance, ideological flexibility as well as conceptual coherence? Our experience is that the answer is a definite 'Yes!', which we will illustrate in the following description of how our research project unfolds. On the way we also indicate how the project is anchored in the different versions of participant research described above. Moreover, it illustrates the extent to which the project involved tinkering.
A tinkering project unfolds
As lecturers educating mental health workers, we are firmly embedded in the ideology of health care. As the mental health-care voice accords with being open-minded and sensitive towards other human beings' lifeworld experiences, we set out to design a research project which concentrated on the following research question: 'What are the essential themes of belonging to the workplace as experienced by users of Norwegian mental health services?' This question arose out of research revealing that a sense of belonging is a vital and inseparable part of a more comprehensive experience of good mental health amongst persons whose mental health has been challenged and, therefore, have received some kind of help from mental health services (Tangvald-Pedersen and Bongaardt 2011). In line with Kitcher's (2001) principles of a well-ordered science regarding involvement, transparency and allocation of financial means, we consulted the Norwegian Center for Experience-based User Knowledge in Mental Health (Erfaringskompetanse.no), which is a Norwegian organization that collects mental health service user experiences as resources for research and development. We discussed with them how best to include users in the research project and how to improve the recruitment of participant researchers.
Once participant researchers were in place, the way of working together changed from consultation to collaboration. Through an ongoing dialogue with the participant researchers, the project took shape. When the proposal had found its final form and collaboration with user organizations was confirmed, the grant application was sent to Extrastiftelsen, the potential sponsor. They granted money for a Ph.D. research project, but only to support the academic researcher. This challenged the project, as it also needed to finance the participant researcher. The participant researcher took the lead to apply for an additional grant to cover her salary by creating a project within the project, emphasizing the relevance of participant research within larger research projects. Erfaringskompetanse.no granted a lump sum enabling the participant researcher to be involved part-time in the main project.
With the financial support in place, the next step concerned the collection and analysis of data. In collaboration, the academic and participant researcher recruited 17 informants via professional as well as user-led networks. These informants then shared their experiences of belonging to the workplace through interviews with the academic researcher or through written narratives based on an invitation to describe in as much detail as possible a situation or event in which they experienced a sense of belonging. All data were made available to both researchers.
For the analysis of the transcribed interviews and narratives, both common and different methodological entry points into the data at hand were identified. This was based on what the academic researcher and the user participant researcher considered their respective strengths; we tinkered our way towards the best division of labour. Both researchers opted for phenomenology as their basic stance. Phenomenology sets out to describe a person's life world as experienced in everyday events. During the analysis process, one withholds theoretical or common sense assumptions about the experiences studied, and endeavours to let the phenomenon speak for itself. Upon entering the actual analysis of the transcribed interviews and narratives, cooperation between the researchers was deliberately paused; they each went their own way. The academic researcher applied Giorgi's (2009) descriptive phenomenological approach, which focuses on creating a systematically derived, academically sound structure of specific human experiences. In our study, this so-called meaning structure issues from different descriptions of the same phenomenon (i.e. belonging to the workplace) as provided by the informants. The structure invokes constituent dimensions of the phenomenon such as 'being invited into a work collective', 'the choice to participate in social activity', or 'vigilance concerning one's identity as part of or separate from work colleagues'. In contrast to this, the participant researcher focused on a bodily sensed understanding of the same informants' descriptions, making use of Todres' (2007) embodied enquiry and Gendlin's (2003) focusing technique. Instead of rewriting the experiences into an academically sound structure, the purpose of this way of working is to focus on 'murky' bodily felt senses, explicate these senses by means of images conjured up by words that catch 'the crux of all that, the special quality that comes up from [the felt sense]' (Gendlin 2003, 55) . This ends up with creating a texture, which is a general but rich and experience-near description of the described phenomenon (cf. Todres 2007, 47) . This texture's purpose is to evoke, carry forth and empirically expound the bodily felt senses of the phenomenon. In our case, the texture extends the felt senses of 'uncertainty', 'being in a state of limbo' and 'accommodating to expectations', senses that gradually transform into senses of 'relief' and 'settlement'.
In the final stage of the research process, the academic and participant researcher resumed their collaboration. They compared and discussed their results to decide on written forms that present the content and message of the structure and texture in ways that fit the audiences to be addressedthat is, academic peers, user organizations or health-care professionals. Some audiences may be more interested in the meaning structure, which brings together the constituents of the experience as people have reported it, while for other audiences the texture is probably more interesting as it may call forth other dimensions and new insights amongst those who engage in reading it (Pethick 2015, 176) . Thus, the tinkering model allows the academic researcher as well as the participant researcher to disseminate and present findings in line with their respective ideological goals. Moreover, the tinkering model begs for cooperation and co-authorship.
Conclusion
Our tinkering approach created a space for the participant researcher and the academic researcher to follow their respective courses of inquiry, thereby adopting different stances within participatory research. The approach also created space for transparency of the research process and dialogue about the intermediate and end results of the study. The researchers with their different backgrounds shared their analyses and findings during the process, largely following the methodological rules of their preferred approaches. They 'broke the rules', however, as they influenced each other's working process through dialogue, narrating rather than arguing their way forward to a deeper insight into the phenomenon under study (i.e. the experience of a sense of belonging to the workplace).
In conclusion, we contend that tinkering user research participation advances beyond mere opportunistic eclecticism. Embarking on any research project guided by the principles of a wellordered science (cf. Kitcher 2001, 117-135) implies involvement and negotiations amongst those concerned regarding the distribution of the financial means, the setting of the research agenda and the use of the research results. A tinkering research methodology views Kitcher's principles of a well-ordered science as building blocks rather than limitations. Not unlike the caregiver who, in Mol's (2008) conception, provides care by mixing and matching the resources of a situation to enable satisfactory processes and outcomes of care, the researcher draws on the specifics of the larger research situation to create the best possible research processes and outcomes -assuring both scientific rigour and social relevance.
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